STATE OF RHODE ISLAND AND PROVIDENCE PLANTATIONS
RHODE ISLAND DEPARTMENT OF HEALTH

NICOLE ALEXANDER-SCOTT, M.D., MLP.FL,
IN HER CAPACITY AS DIRECTOR OF THE
RHODE ISLAND DEPARTMENT OF HEALTH

INTHE MATTER OF:
ELEANOR SLATER HOSPITAL

COMPLIANCE ORDER

Now comes the Director of the Rhode Island Department of Health (hereinafter, the “Department™)

- and, pursuant to R. 1. Gen. Laws § 23-1-20, makes the following Findings and Order:

(W8]

FINDINGS .
Eleanor Slater Hospital (hereinafier, the “Hespital™) is a hospital located on 111 Howard Avenue in the
city of Cranston, which is licensed as a hospital by the Center of Health Facilities Regulation within the

Departrnent pursuant to R. [ Gen. Laws §§ 23-17-1 et seq.

Pursuant to R. [ Gen. Laws Chapter 23-17 and the Rules and Regulations for Licensing of Hospitals

- (R23-17-HOSP), and as a condition of its license, the Hospital is required to develop and implement

patient care policies that ensure effective patient supervision and patient care.

On December 1, 2015, Department inspectors conducted an upannounced on-site inspection. The
inspection identified that the Hospital failed to implement its patient care policies to ensure effective
patient supervision. On fanuary 22, 2016, the Hospital submitted a plan of correction to the Department
alleging it had corrected the identified non-compliance.

On May 3, 2016, Department inspectors conducted an unannounced on-site inspection. The imspection
included a follow-up review to validate that the Hospital had achieved and maintained compliance as
indicated in its January 22, 2016 plan of correction. The inspection identified that the Hospital continued
0 be non-compliant with its patient care policies for providing effective patient supervision. As a result,
on May 18, 2016, the Departiment 1ssued a directed plan of correction to be implemented by the Hospital
to achieve and maintain compliance.

On October 25, 2016, Diepartment imspectors conducted an unannounced om-site inspection. The
inspection included a follow-up review to validate that the directed plan of correction tssued by the
Department on May 18, 2016 was being mmplemented, and that the Hospital had achieved and maintained
compliance. The inspection identified that the Hospital continned to be non-compliant with its pafient care
pohicies for effective patient supervision. In addition, the Department found that the Hospital failed to
implement the directed plan of correction as required by the Department.




@ENT ot

6. The results of the October 25, 2016 inspection set forth in the statement of deficient practice, a copy of
which s attached hereto and made part hereof (Exhibit A}, indicated that the Hospital 1s In violation of the
civil provisions of R. [. Gen. Laws §§ 23-17-1 ef seq. and the Rules and Regulations for Licensing
Hospitals (R23-17-HOSP).

ORDER

After consideration of the above findings and a review of Department records that demonstrate
the accuracy of the above findings, it is hereby ordered that:

The Hospital implement and complete the foliowing actions within 15 calendar davs of receipt
of this Order.

a. Review and update the Hospital’s patient supervision policy to include:
1) Specific definitions for 1:1 patient supervision.

i} Procedures for reporting and monitoring compliance with 1:1 supervision to the
hospital’s Quality Improvement Program/Committee.

i) Procedures for referring non-compliant staff to their respective State Boards.

Implement routine monitoring of staff compliance with ;1 patient supervision to include:

1) Monttoring to occur no less than 1 t}me per shift for every patient recewmo Il
SUpervision,

i) All monitoring will be conducted by non-union managsment staff.

i) All completed monitoring will be documented and stored on file for Department review.

c. A staius report shall be submitted o the Director of the Department regarding implementation of
the above. This report shall be submitted no later than the 15% caiendar day after receipt of this
Grder.

2. The Hospital implement and complete the following actions within 30 calendar davs of receipt
of thas Order.

a. Tram all otaff respansibie for the ordering, monitoring and implementation of patient supervision
o incinde: :

1) A competency assessment for each staflf member trained.
Successful completion of training documented in each staff member’s personnel file,

Omgoing monthly progress reports, or as required more frequently by the Director of the
Department, regarding the states and performance of the Hospitals cornpliance with this Order.
Such reports are to be forw arded directly to the Rhode Island Department of Health, Center for




Health Facilities Regulation, 3 Capitol Hill, Room 306, Providence, RI (2908. The first report
will be submitted no later than the 30" calendar day after receipt of this Order,

Ly

Notwithstanding any further findings. actions, or sanctions by the Department, this Order shall remain in
effect until further notice. The Department shall forward a copy of this to the Office of the Attorney
General, the Rhode Istand Office of the Long Term Care Ombudsinen, and the State Medicaid Office.

Entered this 16 day of November 2016,

Ana Novais, MA
Executive Director
Rhode Island Department of Health

for

Nicole Alexander-Scott, M.D., M.P.EHL. -
Director

Rhode Island Department of Health

Cannon Building, Room 401

Three Capitol Hill

Providence, RI 02903

A written request for a hearing may be filed with the Director of the Department within ten (10)
days of this notice.

CERTIFICATION OF SERVICE
A copy of the within Compliance Order was delivered to the Hospital by the undersigned on this

Sixteenth day of November, 2016 to _- 7 7 C
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ELEANOR SLATER HQSPITAL

Z G INITIAL COMMENTS Z0

A state compiaint investigation, A revisittc a
previcus complaint investigafion,

(*2BUN12, 10-25-16) and a federal complaint
investigation {OIX{11, 10-25-16) were conducted
at this hospital. Federal deficiencies were cited
relative to the federal investigation and state
deficiencies were cited relafive 1o the state
investigation and revisit

2.160| ORGANIZATION & MANAGEMENT 12.2 Z 160
Organization

12.2 Each hospital department and service shall
maintain:

a) clearly written definitions of its organization,
authority, respensibility and relationships;

b) written patient care policies and procedures;
and

¢) written provision for systematic evaluation of
programs and services.

This Requirement is not met as evidenced by:
Based on surveyor abservalion, record review,
staff interview, and raview of hospital policy, it has
been determinad that the hospital continued to
fail to implement it's policy for individuat
supervision for 1 of 5 sample patient's who are on
individual supervision, patient ID# 18.

Findings are as foliows:

A review of the hospital policy entitied, "Patient :
anhd Environment Safety and Monitoring Policy,
Responsibility and Care of the Patient Requiring
Individua!l Supervision" (June 2014) states, under
procedures:

3. "Patients in need of “individual supervision at
arm's length” are considered to pose a serious

Facilities Reguiation
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risk of harm to self or others. A staff member
must be in very closg proximity (at arm's langth)
at all timas 16 provide potential immediate
intervention.”

Patient ID# 16 has diagnoses fo include: savere
developmental disabilities (MR) with aufism,
seizure disorder, and impulse control discrder
with agitated/assualtive behavior. |

There is a physician's order, which is renewed
daily, for 1;1 supervision in constant view and at
arm's length when patient is seated for patisnt
safety. There is a care plan for falls dated
8/25/2016 to current with an approach which
reguires a 1:1 supervision in constant view and at
arm's length.

The patient was observed on 10/7/2016 at 8:42

‘| and 9:26 AM seated in a geriatric chair. A
Nursing Assistant (staff G) was seated
approximately 4 faet from the patient with an ovar
the bed table in front of her.

Whan interviewed on 10/7/2016 at 12:15 PM,
staff G was unable to explain why she did not
foliow the physician's order.

This issue was cited during the 12/1/2015 survey
and was again identified as a violation during the
5/3/2016 survey. As aresulf, on 5/23/2016, the
Department of Health issued =z directed plan of
corraction. The hospital remains nen-comptaint
with a compenent of the plan: A manthiy
monitoring program fo evaluate confinued
compliance of staff with the 1:1 policy.

Z 210) ORGANIZATION & MANAGEMENT 13.8 2210
Personnai

Facilities Regulation
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13.8 Pursuant to section 23-17-52 of the Rhode
island General Laws, as amended, any hospital
licensed pursuant to Chapter 23-17 of the Rhode
Island Ganeral Laws, as amended, shali provide
to all patients and staff, through posted notices in
conspicuous places throughout the hospital, the

‘ current Division of Faciiities Regulation telephone
number to call with concermns. Such nctices shall
be written in Engiish and,at a minimum, the three
most common languages used by patients served
by each hospital as determined by such hospital,
and shall include internationally-racognized
symbeol for sign language {inciuding a relay
number for access by hearing/speech impaired
(TTY)}

This Requirement is not met as evidenced by:
Based on surveyor observation and staff
interview, it was determined that the hospital has |
failed to post the correct Department of Health
(DOH) complaint phone number in a conspicuous
i place on the premises, in 3 most common

. languages used by patients, and inciude the
nationally-recognized symboi for sign language.

Findings are as foliows;

During ali days of the survey, posting's including
the DOH complzint phone number were obsarved
throughout the hospital in all buitdings on both
campuses. The postings were typed in small font
on 8 1/2 by 11 inch paper, framed and, when
measured on 10/17/2016, hung approximately 55
inches off the ground to the bottom of the frame
{not accessible fo patients in wheelchairs), not in
the 3 most common languages used by the
patients, and did not include the
nationally-recognized symbat for sign language.,
Additionally, the telephone number to the DOH
comptaint line is incorrect,

Fagiiities Regulation
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When interviewed on 10/7/2016 at 1.20 PM, the
Director of Social Services was unabie to expiain
why the DOH informaticn was not properly
posted.

Z 216 ORGANIZATION & MANAGMENT 13.11 Safe 2218
Patient Handling

Safe Patient. Handling

13.11 - Each licensed hospital shall comply with
the following as a condition of licensure:

a) Each licensed hospital shall establish a safe
patient handiing committee, which shall be

chalred by a professional nurse or other

appropriate licensed health care professional. A
hospital may utiize any appropriately configured )
commities to perform the responsibilities of this :
section, At least half of the members of the
committee shall be hourly, non~managerial
employees who provide direct patient care,

b} Each licensed hospital shall develop a written
safe patient handling program, with input from the
safe patient handling committeg, to prevent
muscuicskeletal disorders among health care !
workers and injuries to patients. As part of this
program, each licensed health care facility shalt:

(i) Implement a safe patient handling policy for
all shifts and units of the facility that will achiave
the maximum reasonable reduction of manual
fifting, transfamring, and repoesitioning of all or
maost of & patient's weight, except in emergency,
life-threatening, or ctherwise exceptional
circumstances;

Faciiities Regutation
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{ify Cenduct a patient handling hazard
assessment. This assessment should consider
such variables as patient-handiing tasks, types of
nursing units, patient popuiations, and the

! physical environment of patient care areas;

(i) Deveicp a procesé {o identify the appropriate
use of the safe patient handling policy based on
the patient's physical and mental condition, the
patient's choice, and the avallability of lifting
equipment or lift teams. The policy shall include a
means {o address circumstances under which it
would be medically

coniraindicated to use lifing or transfer aids
ar assistive devices for particuiar pafients;

1 {iv) Designate and frain a registered nurse or
other appropriate licensad health care
prefessional to serve as an expert rescurce, and
train alf clinical staff on safe patient  handiing
policies, equipment, and devices before
implementation, and at least annualiy or as
changes are'made 1o the safe patient handling
policies, equipment and/or devices being used;

(v} Conduct an annual performance evaluation
of the safe patient handling with the results of the
evaluation reported to the safe patient handling
committes or other appropriately designated
committee. The evatuation shall determine the
extent to which impiementation of the program
has resulted in a reduction in musculoskeletal
disorder claims and days of lost work attributable
to muscuioskeletal disorder caused by patient
handiing, and include recommendations to
increase the program's effectiveness: and

{viy  Submit an annual report to the safe patient
handiing sommittee of the facility, which shalil be

Fadilities Reguiation
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made available to the public upon request, on
activities related to the identification, assessment,
development, and evaluation of strategies to

¢ control risk of injury to patients, nurses and cther
health care workers associated with the lifting,
transferring, repositioning, or movemeant of 2
patient.

¢} Nothing in this section preciudas lift team
members from performing other duties as : i
assigned during their shift. ' '

. d)  An employee may, in accordance with

! established facility protocols, report to the
committee, as scan as possible, afier being
reqguired to perform a patient handiing activity that
hefshe believes in good faith exposed the patient
and/or employee to an unacceptable risk of injury.
Such employee reporting shall not be causs for
discipiing or be subject to cther adverse
consequences by histher employer. These
reportable incidents shall be inciuded in the
facility's annual performance evaluation,

This Requirament is not met as evidenced by:
Based on record review and staff infervisw, it was
determined that the hospital failed to implement
the safe patient handiing protocol for patient 1D #
1.

Findings are as follows:

Patient ID# 1 is immobile, The "Admission Safe
Patient Handling and Assessmant Tool" for this
patient, dated 2/1/2016, documents the need for
2 staff members for bed bath/showering. On
9/13/2016 this resident sustained injuries to both
feet in the form of abrasions to several toes. The
Fagdiiities Reguiation ) 7
STATE FORM i sEsy 480111 ' If continuation sheat 6 of 46
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resident was being showered by only cne nursing
assistant (NA) at the time the injury occurred.
The unit nurse (staff C) was interviewed on
10/5/2018 at 11:15 AM. Although the schedule
showed that two NA's were assigned to the
pafient on 9/13/2018, staff C told the survayor
that the usual routine is for one NA {0 provide the
shower to a patient while the second NA changes
the bed and cieans up in the patient's room, i.e.
only one staff member accompanies the patient
to the shower room and provides the shower,
which is contrary 1o the safe patient handling
assessment and plan.
Z 350] PATIENT CARE SERVICES 19.2 Patient Care Z 350

Management

19.2 There shall be evidence that medical,
nursing and other services are provided under an
integrafed

wiitten plan of care for each patient. Writien care
plans shall identify problems, goals, and
interventions, Goals shall be measurable,

This Requirament is not met as evidencad by:

-| Based on surveycr cbservation, record review

and staff interview, it was determined that the
haspitat continues to fall to provide care for 2
patients in accordance with a writien plan of care
for 1 of 5 patients (1D# 1) relative to safe patient
handting and for 1 of 5 patients (ID# 15) retative
o constant supervision.

Findings are as follows:

1. Patient ID # 1 lacks mobility. The patient care

: plan dated, 8/19/2016 to current, spacifies, "2
CNA's provide total care w/ADL's (activities of

daily living) per hospital P&P (policies and

Facilities Regutation
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procedures)”. On 9/13/2016 this resident
sustained injuries o both feet in the form of
abrasions to several toes. The resident was
being showered by only ons CNA at the time the
injury occurred,

The nurse (staff C) was interviewad by the
surveyor on 10/5/2016 at 11:15 AM, Although the
schedule showed that two CNA's were assigned
to the patient on 9/13/2016, staff C toid the
surveyor that the usual routing is for one CNA to

: provide the shower fo a patient while the second

C CNA changes the bed and cleans up in the
patient's room. The staff member reperted that
this is the situation that existed at the time of the
injury on 9/13/20186,

On 10/20/2016, between 11:00 AM and noon,
three additional nursing staff were interviewed
regarding showering procedures for fotally
depeandent patients. Staff A told the surveyor that
this patient, "should have been a two person
assist. | don't know why the second aide was not
in there." Staff D told the surveyor, "Anycne who
ts non-verbal should be a two-person assist at all
fimes.” Staff E told the surveyor that, "the
number of staff assisting with the shower
depends on the safe handling assessment”.

On 10/21/2018, the policy & procedure for
showering dependent patients was requested by
a surveyor. Tha Nurse Manager {staff F) told the
surveyor that there is ne writtan procedure, but
that the hospital policy is to have two staff
members present for bathing/personal care,

2) Patient ID# 16 has diagnoses 1o incluge:
severe deveicpmental disabilities (MR} with
autism, seizure disorder, and impulse control
disorder with agitated/assualtive behavior.
Faciiities Regulation
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There is a physician's order, which is renewed
daily, for 1:1 supervision in constant view and at
armm's iength when patient is seated for patient
safety. There is a care pian for falls dated _
8/25/2016 1o current with an approach which s ‘
requires a 1.1 supervision in constant view and af |
arm's iength.

The patient was observed con 10/7/2016 at 8:42
and 9:26 AM seated in a geriatric chair. A
Nursing Assistant (staff G) was seated
approximately 4 feet from ihe patient with an over
the bed tabie in front of her.

When interviewed on 10/7/2016 at 12:15 PM,
staff G was unable to expiain why she did not
foltow the plan of care.

Z 375 PATIENT CARE SERVICES 19.7 Patient Care Z375
Management

18.7 Medical Restraints; In acute medical and
pre/post-surgicai care, a patient shall be fres
from physical and chemical restraint that is not
madically necessary. A restraint shall only be
used if needed tc improve the patient's well-being
: and only if less restrictive interventions have been
determined to be ineffective to protect the patient
or gthers from hammn,

‘| Behavioral Restraints: A patient shall be free from
seclusion or restraint imposed as a means of
coercion, discipling, convenience or retaliation by
staff, Seclusion or restraint employed for behavior
management shall only be used in emergancy
situations if needed to ensure the patient's or ’ : [
other's physical safety and less restrictive
inferventions have been determined o be
ineffactive,

Fagiiities Reguiatiorn '
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“scape of practice and permitted by the hospital to

18.7.1 Restraints/seciusion use shall be
prescribed in writing and signed by a physician or
other licensed practitioner acting within his/her

order restraints/seclusion, The type and duration
of resfraints/seclusion shall be specified.
Standing or "on an as needed basis" (i.e., PRN)
orders shall not be permitted.

19.7.2 Resiraints/seclusion, if used, shall be
addressed in the written treatment plan for the
patient.

19.7.3 Restraints/seciusion use shall be based
on an assessment of the patient, implemented in
the least restrictive manner pessible,
impiemented in accordance with safe and
appropriate restraining taechniques, and
discontinued at the sarliest possible time.

18.7.4 The condition of a restrained/seciuded
patient shall be continually assessed, menitored,
and reevaluated.

This Reguirement is not met as evidenced by:
Based on survayor observations, record review
and staff interview, it has been determinad that
the hospital failed to obtain an order for a restraint
from a physician or other licensed practitioner
acting within his‘her scope of practice for 4 of 4
sample patients {ID #16, 41, 42, & 43) who are in
restraints, :

Findings are as follows:

1. Patient ID# 16 has diagnoses to inciude:
sevare developmental disabilities (MR) with
autism, seizure disorder, and imputse control
disorder with agitated/assualtive behavior,

Record review revealed physician's orders déted
1071372016, under the fall reduction pratocol, for
a Craigs bed (a bed with 4 feot padded sides to
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prevent egress and with a door that opens from
the cutside) and posey lap belt with crotch strap
when in chair for fall prevention. Additionally,
there is an order far a 1 piece suit to be worn to
prevent disrobing.

The patient was observed on 10/7/2016 at 8:42
AM, 10/20/2018 at 11;45 AM, and on 10/21/2016
at 12:45 PM reciined in a geriatric chair wearing a
1 piece suit, with a zipper in the back. The
patient was also secured to the chair with a pelvic 1
: posey surrounding the patient's hips, which is 1

secured from the back of the chair. The patient |
cannot remove either the 1 piece suit or the
posey.

Additionally, on 10/20/2018 at 9.40 AM, the
patient was observed sleeping in the Craigs bed.

The patient's physician was interviewead on
10/20/2016 at 1:30 PM relafive to the above

i orders. She stated that the patient frequently has
hallucinations/psychotic events with self injurious |
behaviors such as head banging and thrashing of ) E
the limbs. The Craigs bed keeps the patient safe [
during these events, - Additionally, the patient i
enjoys the bed and becomes combative when f
placed intc a regular bed. The pelvic posey is ‘
uilized to kesp the patient safe as he/she tends
to thrash when in the chair. The 1 pisce suitis
utllized as, in the past, the patient has removed
his brief and smeared the contants, !

2. Patient ID# 41 has diagneses to inciude:
histary of muscular dystrophy with secondary
incompiete guadriplegia, lower leg contractures,
severe cognitive & language deficits.

Reccrd review revealed physician's orders dated
10/11/2018, under the fall reduction protocol for a
Faclilities Regulation

ETATE FORM . 8BIS 440011 If continuation sheet 11 of 18




PRINTED: 11/16/2018

FORM APPROVED
RI Department of Health _
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AN PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
- BUILDING: .
C
HOS00102 : B. YaNG 10/25/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
111 HOWARD AVE
ELEANOR SLATER HOSPITAL
) CRANSTON, RE 02821
(X4 10 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x8)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH GORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENGY)
Z 375 | Continued From page 11 Z 375

Craigs bed,

The pafient's room was observed on 10/20/2016
at 11:00 AM and revealed a Craigs bed.

The pafient's physician was interviewed cn : !
10/20/2016 at 10:40 AM relative to the Craigs !
bed. She stated that the patient lived with the
mother and basicaily lived on floor mats where
he/she was able to crawl around the house. They
attempted to put the patient In & regular bed, but
he/she just crawled out and was found crawling
down the hall. They feared for the patienf's
safety. The padded walls of the bed are
necessary to prevent injury during head banging
behaviors.

3. Patient ID# 42 has diagnoses io include;
frontal lobe dementia, anxiety/behavior disorder,

Record review revealad physician's orders dated
10/4/2018, for hand mitts when the patient is
observed to punch hard objscts (TV, window,
chair, tabie, efc} and a one piece suit for infaction
control purposes {pt smearing feces on his/her
head).

Observaticns of the patient on 10/21/2016 at 910
AM, 11.35 AM, and 1:30 PM revealed the patient
walking up and down the halls in & cne piece suit,

The patient's physician was interviewed on
10/20/2016 at 10:40 AM relative to the hand
mitts. She stated that the patient walks up and
down the halls banging hard chjects. To prevent
him/her from injury, hand mitts are appiied to
his’her hands and remaved when the behavior
stops. The cne piece suit is for infection control.

4, Patient 1D# 43 has diaghoses to include:

Facliities Regulation
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dementia of the Alzheimer's type and behavior
disorder,

Record review revealed physician's crders dated
10/12/2018, for roll belt when in bed and a
padded posey tap belt when in chair for fall
pravention.

Observation of the patient on 10/21/2016 at 1:30
PM revealed the patient sifting in 2 geriatric with a

| padded pasey lap belt In place,

The nurse (staff C) was interviewed at this time
and stated that the posey is utilized for this
paiient because he/she cannot understand
his/her physical limitations. The roll belt is also
utilized so that ha/she cannot roll cut of bed.

Although the above interventions are appropriate
for these patient's, thers is no evidence that they
are ardered as restraints or continually assessed,
monitored, and reevaluated.

ENVIRONMENTAL & MAINTENANCE

SERVICES 51.1 Infection Control

Section 51.0 Infaction Control

51.1 The medical staff in cooperation with other
disciplines shall establish a multidiscipiinary
group .

which shalt report to the governing body and
which shall be rasponsible for no less than the
foliowing:

a) establishing and maintaining a hospital-wide
infection surveillance program which shall include
an infection surveiltance officer o conduct all
infection surveillance activities;

b) develcping and implementing written policies
and procedures for the surveillance, prevention,

Z375

21725
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and control of infections in all patient care
departments/services;

¢) establishing policies governing the admission
and isolaticn of patients with known or suspectad
| infectious diseases;

d) deveioping, evaluating and revising on a
continuing basis infection control policies,
procedures and technigues for all appropriate

| phases of hospital operation and services:

‘ 2) developing and implementing a system for
evaluating and recording the occurrences of all
infections among personnel and patients; such
records shall be made available fo the licensing
agency upon request;

¢ fy implemeanting a TB infectian control program
requiring risk assessment and devatopment of a
TB infection contral plan; sarly identification,
treatment and isolation of strongly suspected or
confirmed infeclious TB patients; effective
engingering contrels; an appropriate respiratory
protection program; health care worker TB
training, education, counseling and screening;
angd svaiuation of the program's effectiveness,
per guidelines in reference 33,

g; developing and implementing an
institution-specific strategic plan for the
prevention and control of vancomycin resistancs,
with & special foous on vancomycin-resistant
enterococal, per guicdelines in reference 50.

h} deveioping and implementing protocots for
discharge planning of pafients with infectious
diseases which may present the risk of confinuing
transmission in thecommunity or congregate
living environment. Examptes of such diseases
include, but are not limited te, tuberculosis (TB),
Methicitlin resistant staphyiccoccus aureus
(MRSA}, clostridium difficile, etc.

i) assuring that patient care support departments
(i.2., central services, laundry, etc) are available

Facilities Regulation
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to assist in the prevantion and controf of
infectious dissases and are provided with
adequate direction, training, staffing and facilities
to parform all required infection surveillance,
prevention and controf functions,

This Requirement is not met as evidenced by:
Basead on surveyor observation, record review
and staff interview it has been determined that
the hospital continued to fait to implement the
procedures pertaining to personal protective
equipment in accordance with their infection
Policy and Procedure for 1 of 2 sample patients
(1D #15).

Findings are as follows:

Review of the hospital policy entitied, "Eleancr
Slater Hospital Infection Prevention and Controi
Department” revealed under Transmission Based
Precautions

"Droplet Precautions {droplets that can be
generated by the patient during coughing,
sneezing, talking, or perfarmance of procadure)...
Wear a mask when warking within 3 feet of the
patient... Wear a gown when entering the room...
Wear gioves when entering the room..."

On 1G/6/2018 at 10:55 AM, the surveyor
cbserved patient ID #18 lying in the reclinar chair
in hisfher room. The surveyor chserved a unit
nurse {staff H) enter the patient's room without
doning a gown, gloves, and mask and obtained
the patient's temperature.

i

. A sign outside the patient's room revealed the
Faci_liﬁes Reguiation .
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i patient is on Level 3 Droplet Precautions.

Review of the patient's medical record revealed,
Level 3 Droplet Precautions. A 9/20/2016
faboratory result indicates he/she is positive for
(Extended-Spectrum Beta-Lactamase) in hisfher
sputum.

When interviewed on 10/6/2016 at 11:20 AM, the
charge nurse (staff [) revealed the patient is on
Level 3 Droplet Precautions which means staff
must done a gown, gioves and mask whean -
entering the patient room.

The issue of staff not following the hospital poiicy
and procedure was identified during the survey on
5/3/2018. The ptan of correction dated 5/2016
indicates "The 2016 Annual Infaction Prevention
and Contrel In-service was completed in May, :
2018, Itis mandated for all employees” S

A review of the Infection Prevention and Control
In-Service iog and interview with the nurse
manager (staff F} on 10/7/2016 at 10:30 AM and !
staff H on 10/7/2016 at 11:20 AM failed to reveal !
he had received the mandatory in-servics
according to the hospital plan of care.

During interview with the Risk Manager (staff B)
on 10/18/2015 at approximately 11:00 AM, she
stated staff must wear a gown, gloves and mask
when enfering the patient's room according o the
hospital policy and procedure.

. The hospital continuss to fail to implement
{ procedures relative to infection prevention and
! control,

[
i
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